Operation (9.3.36).-External urethrolithotomy and ureterolithotomy. Urethra markedly dilated, but mucosa normal. No. 10 F bougie easily passed above the ureteric calculus from the bladder. Neither stone had caused complete obstruction.
The calculi: (1) The ureteric calculus weighs 16-5 grm. The cut surface showed alternate layers of white and light-brown rings ( fig. 4 ). It is composed of oxalates and a trace of phosphates.
(2) The urethral calculi, one large and three small, together weighed 48 * 5 grm. The nucleus of the larger calculus ( fig. 5 ) is composed of oxalates with a trace of ammonium urate. The remainder is composed of phosphates and a trace of oxalates. COMMENT Large fixed urethral or ureteric calculi are usually silent, and may exist for many years without symptoms. This is due to the remarkable facility with which these urinary channels undergo dilatation, so that there is rarely marked obstruction to the flow of urine, however large the stone. Complete obstruction in the region of a stone is always caused by spasm, and only occurs with a movable calculus. The first indications of disease are usually due to superadded infection resulting either in symptomless pyuria, attacks of pyelonephritis, or, in the case of urethral calculus, peri-urethral suppuration.
Infected Hydronephrosis in a Horse-shoe Kidney.-EDGAR FRESHMAN,
The patient, a single woman aged 48, soon after dilatation and curettage with removal of a small necrosed uterine fibroid two years ago, had an attack of acute pyelitis, beginning with painful and frequent micturition and a high temperature.
No pain in either loin. Since then there have been urgency and increased frequency of micturition, both diurnal and nocturnal. Urine always cloudy, and at times thick. No hbematuria, no abdominal symptoms, and no pain in either loin. General health fairly good. Some years ago the patient complained of backache; she was told that she had a movable kidney, and for this a belt was prescribed. She dispensed with this at the end of six months, as the symptoms had then disappeared.
I first saw her a month ago. Although she is fairly well covered, I thought I could feel a movable right kidney, and the lower pole of a possibly enlarged left kidney. The urine contained pus and gave a copious pure growth of Bacillus coli.
Cystoscopy showed a moderate degree of chronic trigonitis, with inflammatory cysts at the internal meatus. Right ureteric orifice normal; left raised, and contracting spasmodically at long intervals. Intravenous indigo-carmine appeared in good concentration from the right side in six minutes, but none was seen from the left side after fifteen minutes.
In the plain skiagram ( fig. 1 ) it can be seen that both renal shadows are abnormally near the mid-line, and overlap the psoas muscle. The left, which is the most easily seen, is enlarged, with a vertical inner border; this suggests the enlarged left side of a horse-shoe kidney, whose isthmus is narrow and contains little renal tissue, as the lower end of the shadow on this side can be made out, which is not the case when a broad band of connecting renal tissue is present. There is sacralization of the body of the 5th lumbar vertebra.
The intravenous pyelogram confirms the diagnosis of a horse-shoe kidney, with inward rotation of the lower calyces, which extend towards the vertebral column.
In the five minutes' film the same details of the left renal shadow can be seen; both sides are functioning well. There is some dilatation of the calyces on the left side.
Section of Urology 1135
In the forty-five minutes' film ( fig. 2) there is obvious dilatation of the calyces and pelvis on the left side. On the right side the lower major and minor calyces can be seen lying on the inner side of the ureter. The pelvis is not enlarged, but is somewhat misshapen, and either it is placed very high in the kidney substance, or the upper calyces have not filled. I am inclined to think that there is some early dilatation of one or two of the minor calyces and that their irregularity is rather suggestive of a mild chronic infectioin, and Dr. Mather Cordiner, to whom I am indebted for these excellent radiograms, agrees with this opinion. Both pelves are on the inner side of the majority of the calyces, and are abnormally near the middle line. A film taken at one hour and a half shows the lower calyces on the left side pointing inwards.
The basal renal angle is 680; this is greater than is generally found in this condition, owing to the sacralization of the 6th lumbar vertebra, which brings the kidneys to an abnormally low level in relation to the iliac crests.
A right ascending pyelogram was taken with the patient lying a little on her side, to try to demonstrate the relation of the upper end of the ureter to the lower part of the renal substance. The ureter passes behind the lowermost of the dilated calyces but in front of the lower minor calyx, which is not dilated and appears to extend into the isthmus. The ureter shows half of the typical flower-vase pattern. A left ureteric catheter specimen contained a heavy deposit of pus, and B. coli. Unfortunately an attempt to catheterize the right ureter failed on two occasions, obstruction, probably due to a fold of mucosa, being met with 2 cm. from the ureteric orifice.
As regards treatment: In spite of the rather heavy infection of the left side, hemi-nephrectomy alone does not seem to be indicated. This side appears to be functioning well, there are no symptoms directly attributable to the renal anomaly, and it is possible that there is more renal tissue on this side than on the right. Also, one cannot be certain that in the course of time the right side will not dilate in the same way, especially as the ureter is implanted at an even higher level. Unfortunately, there is no way of proving that the right side is not already infected.
Whether there is any significance in the fact that the patient has had some aching pain in the right loin since the investigation, I cannot say.
This morning I passed a large ureteric catheter up to the left renal pelvis, and this I propose to leave in situ for seventy-two hours, with the head of the bed well raised. Fluids are being forced, and renal lavage with 1: 6,000 oxycyanide of mercury, followed by instillation of 10% collargol is being carried out twice daily. This treatment will have to be repeated from time to time, unless operation is resorted to.
The question of whether one should consider symphysiotomv arises, as it seems likely that the connecting band of tissue is fairly narrow. The division of the isthmus, with freeing of the upper end of the right ureter and fixation of this half of the kidney, might possibly prevent dilatation recurring on this side. Whether a similar procedure on the left side, which would present greater technical difficulties, would arrest the progress of the hydronephrotic condition, seems questionable.
Other specimens and skiagrams were shown as follows:- 
